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Hepatitis A Virus Outbreaks ─ United States, 2016−2017

 CDC has assisted in five hepatitis A virus (HAV) outbreaks since July 1, 2016 

• 2 Foodborne Transmission

• 3 Person-to-Person Transmission 

 Three Epi-Aids

 >1,600 outbreak associated cases reported since July 1, 2016

 Multiple ongoing outbreaks
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California
 California is currently experiencing the largest person-to-person hepatitis A 

outbreak in the United States since the hepatitis A vaccine became 
available in 1996 

 Epidemiology

 Transmission- person-to-person and through contact with fecally 
contaminated environments

 Population- mostly homeless and/or persons who use injection or non-
injection drugs

 HAV Genotype - IB
https://www.cdph.ca.gov/Programs/CID/DCDC/Pages/Immunization/Hepatitis-A-Outbreak.aspx 

CDPH Weekly 

Update as of

October 27, 2017
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San Diego County

 Since early 2017, the Public Health Services Division, in the County of San Diego 
Health and Human Services Agency, has been investigating a local Hepatitis A 
outbreak

 September 1, San Diego County declared a local public health emergency 

 As of October 26, 2017

– 536 cases

– 369 (68.8%) hospitalized

– 20 (3.7%) died

http://www.sandiegocounty.gov/content/sdc/hhsa/programs/phs/community_epidemiology/dc/Hepatitis_A/outbreak.html
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Outbreak-associated hepatitis A cases by week of onset 
─ San Diego 

As of 10/31/2017

Of the 418 cases with 
test results available 
for review, 74 (18%) 
have chronic hepatitis 
C infection, and 22 
(5%) have chronic 
hepatitis B infection

http://www.sandiegocounty.gov/content/dam/sdc/hhsa/programs/phs/cahan/communications_documents/10-31-2017.pdf
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San Diego County Map: 
Hepatitis A Outbreak Cases by Zip Code(s)

http://www.sandiegocounty.gov/content/sdc/hhsa/programs/phs/community_epidemiology/dc/Hepatitis_A/outbreak.html

As of 10/26/2017
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Utah

http://health.utah.gov/epi/diseases/hepatitisA/HAVoutbreak_2017

Last updated 11/6/17

Outbreak-Associated Cases 60

Onset Date Range 5/8/2017 - 10/28/2017

Age Range 22 - 69 years, median age 40 years

Hospitalization 32 53.3%

Deaths 0 0.0%

Risk Factors

Homelessness and Drug Use 30 50.0%

Drug Use 12 20.0%

Homelessness 3 5.0%

Epi-Linked 8 13.3%

Travel 2 3.3%

Unknown 5 8.3%

Incarcerated 9 21.7%

Co-infection

Hepatitis B (HBV) 8 13.3%

Hepatitis C (HCV) 18 30.0%

HBV & HCV 7 11.7%



8

Michigan

 Transmission- direct person-to-person spread 

 HAV Genotype 1B

 Greater risk thought to be associated with:

– Injection and non-injection drug use, 

– Homelessness or transient housing, and 

– Incarceration

http://www.michigan.gov/mdhhs/0,5885,7-339-71550_2955_2976_82305_82310-447907--,00.html
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http://www.michigan.gov/mdhhs/0,5885,7-339-71550_2955_2976_82305_82310-447907--,00.html
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New York City, January ─ August, 2017 

 Increase in reported hepatitis A infections among MSM, 51 cases

 Genotype 1A

– 24/25 serum specimens matched strains circulating in Europe among 
European MSM

Latash J, et al. MMWR Morb Mortal Wkly Rep 2017;66:999–1000. 
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Shifting Hepatitis A Virus Epidemiology
 Past outbreaks were associated with asymptomatic children

 A large population of adults are not immune to hepatitis A virus

– Prevalence anti-HAV, NHANES 2009-2010

• Overall 26.5%

• 22.2%, age 20-29

• ~13.5%, age 30-49

• 20.9%, age 50-59

• 36.9%, age ≥60

 Older individuals are more likely to experience severe disease and adverse outcomes 

 Vaccination uptake among at-risk adults is low

– 2-dose Coverage for Ages 19-49 years (NHIS)

• 2015, overall 12.3%

• 2014, chronic liver disease, 18.2%

Collier M, et al. Hepatology 2015., Ly KN, Klevens RM. J Infect Dis 2015., Epson E, et al. Public Health, 2015., Murphy TV, et al. MMWR Suppl 2016. 
Williams W, et al.. 2015. MMWR Surveill Summ. 2017 May 5;66(11):1-28.; 
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An Emerging Genotype?

 Genotype IA commonly 
circulates in North and 
South America

 Most recent outbreaks are 
genotype IB 





–

•

•

–

•

•



–

• Continue existing vaccination programs for ages 2-18 years

• Consider catch-up vaccination in outbreaks and 

areas with increasing disease rates     

• Any person wishing to obtain immunity

13



ACIP Hepatitis A Vaccine Recommendations
Groups at Increased Risk of HAV or Severe HAV Disease

 Travelers

 Men who have sex with men

 Users of injection and non-injection drugs

 Persons with clotting-factor disorders

 Persons who work with nonhuman primates

 Persons who anticipate close personal contact with an international adoptee 

 Persons with chronic liver disease 

 Post-exposure prophylaxis for healthy persons age 12 months-40 years 

14
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Vaccine Supply, I
 In light of the ongoing outbreaks of Hepatitis A among adults in the US, the demand for adult 

Hepatitis A vaccine has increased substantially over the past 6 months and vaccine supply to meet 
this unexpected demand in the US has become constrained. 

 Both manufacturers  are exploring options to increase domestic supply to address increased 
demand for the vaccine.

 Both manufacturers are working collaboratively with CDC to monitor and manage public and private 
vaccine orders to make the best use of adult Hepatitis A vaccine during this period of unexpected 
increased demand. 

 To address constrained supplies, CDC staff are working directly with public health officials to provide 
guidance about how best to target vaccine distribution.

 These constraints do not apply to the pediatric Hepatitis A vaccine supply in the US. 
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Vaccine Supply, II

In terms of current product availability

 Merck:

– Supply of available Hepatitis A vaccine  will be intermittent through 2017.  Following an outage 
during part of October, orders are anticipated to ship beginning the week of 10/30. 

 GSK’s

– Pre-filled syringes are currently out of stock but a limited number of vials are available to 
order, with ordering controls in place.

– In addition, GSK is maintaining a limited medical reserve and continues to consult with public 
health officials to help support urgent public health needs.

– GSK anticipates limited resupply of pre-filled syringes in early/mid November 2017.

– Twinrix, GSK’s combination Hep A/Hep B vaccine is currently available for order.
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Hepatitis A Among Homeless Populations

 Little is known about hepatitis A immunity among homeless 
populations in the US

 Homelessness is not considered an independent risk factor for HAV 
infection

 Older age,  duration of homelessness, and injection drug use may 
indicate HAV immunity

Hennessey KA, et al. Public Health Reports. 2009.
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Considerations ─ Homeless
 Higher risk for high morbidity and death

– Often have associated co-morbidities 

– Often have additional risk factors

• Malnutrition

• Alcoholism

• Injection and non-injection drug use

– Live in poor hygienic settings

– Increased transmission

 Routine vaccination (e.g., shelters, ED visits) over time 

– Easier implementation than in outbreaks and less vaccine supply constraints

 Catch-up vaccine or universal hepatitis A vaccination discussed
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For more information, contact CDC
1-800-CDC-INFO (232-4636)
TTY:  1-888-232-6348    www.cdc.gov
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